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The Response from the ICMR team of Dr Mani et al (1) to the 
IJME Editorial (2) on the ICMR DNAR Guidelines (3) provides 
some answers to the gaps and questions raised, and it is 
hoped that these will find a place in revised versions of the 
document. The document Disclaimer said “further revisions” 
were planned, based on perceptions and experiences of 
clinicians and the public; an early revision will allow for better 
acceptance of the Guidelines.

The word “consensus” in the title of the Guidelines conveys the 
impression that there were wide ranging consultations, but 
this was not the case. A guideline that applies to all doctors, 
and can potentially impact every patient, deserves much 
wider discussion. Such discussion should take place with 
clinical societies, doctors’ associations, the National Medical 
Commission, as it is the apical body governing medical 
practice, and health activist groups. Discussions with patients’ 
groups, women’s, dalits’ and other underprivileged and 
discriminated groups are needed to address their concerns 
about the misuse of the provisions. The ICMR “Bioethics page” 
may not have been the best location of the call for a broad 
consultation, as clinicians and non-researchers hardly ever 
visit the page. Valuable contextual feedback could surely have 
emerged from circulation to clinical and patient groups. 

The Guidelines appear to be scripted from a medical 
perspective, with process flow and signature sheets that view 
ethical responsibility through a paternalist lens, describing 

clinician’s steps in decision-making and the requirement 
for consent. In fact the DNAR option is one that is exercised 
by the patient (or surrogate) after full understanding of the 
precarious condition and futility of medical efforts, and this 
option is then executed through a DNAR order written by the 
doctor. The DNAR decision needs to be centred on the patient 
and ethically supported by the physician; this aspect was 
inadequately described in the Guidelines.

Though not provided by these Guidelines, express legal 
sanction for DNAR orders consented to by patient or 
surrogate would be crucial to effective implementation of 
this guideline.  ICMR lacks the legal standing to enforce these 
Guidelines, prescribe punitive measures or arbitrate, as it does 
not govern medical practice. 

Since DNAR refers to CPR only, there is a need to distinguish, 
right at the start of the Guidelines, between CPR and any other 
drug or fluid therapy that may have a resuscitating effect.

The response says that “treating doctor” and “physician-in-
charge”  implies Head of Unit or “senior doctor” but this would 
have to be made clear. This end-of-life decision by the patient 
and doctor is important enough to warrant responsible 
ownership of the process by a senior doctor who would be 
experienced and accountable.

While the Response acknowledges the role of Hospital Ethics 
Committees, this it is unfortunately not mentioned in any part 
of the document, FAQs, or Algorithm chart. 

The revised document should also include the important 
clarification in the Response about sharing DNAR orders 
with the medical team and nurses, during handing over 
between shifts. 

Since the Response has urged clinicians not to use the term 
“vegetative” in speaking to surrogates, the word should 
be removed from the “Surrogate Information Sheet” in  
the document.

The process described in the document does not give 
sufficient time for the patient and family to study the 
implications of DNAR. According to the answer to Q 2 
(Annexure 3), the form would be issued when the patient 
was already in a terminal state. Most internationally reputed 
hospitals issue the form at the time of admission so that 



Indian Journal of Medical Ethics Vol V No 4 October-December 2020

[ 341 ]

patient and family have adequate opportunity to study its 
implications. The preamble to the form specifies the condition 
under which it would be necessary to use it. Providing an 
opportunity to study it well in advance enables patient and 
family to discuss the implications of DNAR at times that are 
relatively free from stress, as against discussing it when the 
patient has passed into a terminally ill state. This step would 
make Q 4 unnecessary and would promote the discussion 
referred to in Q 13.

As expressed in the Editorial (2), this guidance document can 
promote patient autonomy at end of life and support clinical 

decisions, as it provides care standards, care pathways and 

documentation in a grey area of practice. 
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